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ABSTRACT 
 
Background. Cardiac rehabilitation (CR) is effective in reducing mortality and 
morbidity, in improving life expectancy and quality of life for people with cardiovascular 
disease. Despite these recognised benefits, women’s attendance rates in cardiac 
rehabilitation programmes remain sub-optimal. 
Aims. This paper details the study that explored factors that influence women’s 
attendance of a phase two CR programme in Indonesia 
Methods. An exploratory qualitative research design was carried out in the study. Semi-
structured interviews were used as the main method of data collection. Data were 
collected from June to September 2016. Twenty-three women aged between 30 and 66 
years were interviewed. Transcribed interviews data were analysed using a qualitative 
framework analysis. 
Results. Three major themes were inferred from the analysis: (1) a bridge to normal, (2) 
connecting with others and (3) contextual factors. The first theme is illustrated by two 
subthemes: ‘making my heart works again’ and ‘performing social roles’. The second 
theme was illustrated by the following subthemes: ‘exchanging knowledge and 
experience’ and ‘developing a give-and-take relationship’. The third theme was 
illustrated by three subthemes: ‘recommendations from the staff’, ‘family support’, and 
‘availability of health insurance’. 
Conclusion. Women’s attendance in CR in Indonesia is mainly influenced by their 
expectations and desire to be able to resume their previous social roles in the family and 
society. The findings of this study can assist healthcare professionals to better understand 
the needs of women and the fit between women’s needs and existing CR programmes. 
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Such understanding could provide direction for more effective approaches to the CR 
programmes that are currently offered in Indonesia. 
 
Key words: women, cardiac rehabilitation, cardiovascular disease, rehabilitation, gender 
roles, qualitative 
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1. Introduction 
 
Although traditionally cardiovascular disease (CVD) has been commonly 
perceived as a male disease (1, 2), it is a leading cause of death for both men and women 
worldwide (3, 4). The World Health Organisation (WHO) reported that approximately 
17.5 million people died from CVDs in 2012, which contributed to one-third of total 
deaths worldwide (4). The WHO reported that roughly a third of the total deaths in 
Indonesia are attributable to CVD (5), with stroke and coronary heart disease (CHD) 
being the leading cause of deaths in the country (6). 
A cardiac rehabilitation (CR) programme can offer a coordinated and multifaceted 
intervention, including: a) exercise-based training, b) patient education,     c) 
psychological intervention, d) interdisciplinary support, and e) risk reduction to promote 
secondary prevention (7). Numerous studies have demonstrated that CR is effective in 
improving the prognosis and the quality of life for patients with CVD (8-10). Due to its 
effectiveness, CR has been recommended as a Class IA recommendation for CVD 
patients (11). Despite the acknowledged benefits, attendance rates at CR remain poor 
globally, ranging from only 20% to 50% (12-16). In addition, although men and women 
receive similar benefits from CR intervention (17), women were still less likely than men 
to participate in the CR programmes on offer to them (18, 19). The reasons for women’s 
lower participation in CR programmes are multifactorial, including patient-level factors 
(i.e. work- and family-related obligations)(20), practical factors (i.e. distance and 
transportation issue)(21, 22), health-system/provider factors (i.e. lack of referral) (23).  
There is a lack of understanding or evidence regarding women’s participation in 
CR programmes in Indonesia. Although there has been an awareness of the women’s 
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lower participation in CR in a Western context for more than two decades, there is still a 
scarcity of research that has provided insight into Indonesian women’s actual experiences 
of CR. In Indonesia, women are often perceived as ‘inferior to men’ within cultural, 
religious, and political contexts (24). Indonesian women also face distinctive challenge 
as they are expected to be responsible for maintaining and preserving harmony in the 
family (25);  a context in which women are required to submit, keep quiet, and make 
sacrifices for the family. This condition might influence women’s decision to follow 
intensive treatment in the hospital, such as CR programme. Tod et al. (26) reported the 
potential influence of culture on CR attendance, which indicated that research should 
include the variable of a different cultural background. As such, this study aims to explore 
the factors that influence women’s attendance in a phase two CR programme in 
Indonesia; factors which are neither well understood nor well documented in the existing 
literature. Hopefully, insights will be gained into ways to improve CR programmes that 
can then be implemented in other countries. To the best of our knowledge, this qualitative 
study will be the first study in this area of research to be conducted within an Indonesian 
context.  
 
2. Methods 
2.1. Design 
An exploratory qualitative research design using semi-structured interviews was 
employed to investigate women’s participation in a phase two CR programme. The 
epistemological stance supporting this research was based on social constructionism, 
which assumes that social reality is socially constructed through sustained social 
interactions and relationships (27).  
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2.2. Setting and sample 
The study was conducted in an outpatient CR centre in the National 
Cardiovascular Centre (NCC), in Jakarta, Indonesia. The CR programme was carried out 
in a mixed-gender setting for both men and women (see Table 1 for the overview of the 
CR). Phase two CR is the early outpatient phase of CR, during which the patients 
participate in a structured and closely monitored programme of physical activity, psycho-
education activities, and counselling.  
A purposive sampling method was adopted to select study participants. A total of 
23 adult women aged between 30 and 66 years participated in this research (Table 2). The 
criteria for selection of the participants were (1) women who were over 18, (2) had 
experienced a ‘cardiac event’, (3) were referred to and enrolled in the phase two CR 
programme for the first time within the last three months prior to data collection. There 
was no limitation concerning the participant’s diagnosis. The CR nurses who were acting 
as the study’s gatekeepers approached the patients about the possibility of participating 
in the study. None of the participants that were approached refused to participate in the 
study. The study participants came from different locations in Indonesia, with 11 of them 
living in Jakarta city. The other group members came from more rural areas such as 
Sumatra, Kalimantan, Sulawesi, Java, and Nusa Tenggara. Participants and interviewer 
had not met before the women were recruited to the research.  
 
2.3. Data collection 
One to one interviews were carried out between June and September, 2016 in the 
hospital setting at a date and time which were entirely the participant's choice. The 
interviews were conducted after the women had at least completed their sixth session 
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(half of the programme). The first author (SS), an Indonesian academic hence familiar 
with the cultural discourse espoused by the study participants, conducted the interviews 
using a semi-structured interview guide and probing techniques in the Indonesian 
language. All authors are experienced in qualitative research. The interview guide was 
pilot tested with two women to check the clarity of the questions. The duration of the 
interviews ranged from 30 to 75 minutes. The following interview questions were used: 
a) ‘what did you know about CR programme?’, b) ‘what was your motivation of attending 
the programme?’, c) ‘how did you decide to attend CR programme?’, d) ‘what did you 
expect from attending this programme?’, and e) ‘what facilitators and barriers of 
attending the programme?’. All the interviews were audio-recorded and transcribed 
verbatim. Field notes were written soon after the interview to capture the context. 
 
2.4.  Data analysis 
Data were analysed using a framework analysis method developed in the 1980s 
by Jane Ritchie and Liz Spencer at the National Centre for Social Research in the UK 
(28). There were five stages of analysis in this study: (1) familiarisation with the data (i.e. 
read and re-read transcripts, listened back to the audio recorded interviews) to increase 
familiarity; (2) constructing an initial thematic framework (i.e. emergent issues arose 
from the process of familiarisation); (3) indexing and sorting the data (i.e. initial thematic 
framework was applied to the data); (4) charting (i.e. the data is rearranged according to 
appropriate themes in the framework matrix with summary of the participants’ quotes);  
and (5) mapping and interpreting the data (i.e. the participant accounts were compared to 
find differences and similarities). All authors independently read and re-read five of the 
interview transcripts that were translated into English by SS to develop an initial thematic 
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framework. This initial thematic framework was then discussed with the team during the 
regular team meetings to review the list of the themes and initial memos to check for 
inconsistencies, clarifications, or missing themes. After the initial thematic framework 
was constructed, SS then coded the rest of the data. Throughout this process, the authors 
continued to hold regular meetings to refine the analysis, reach a consensus, and thus 
finalise the extracted themes.  Also involved was a computer-assisted qualitative data 
analysis, NVivo version 11 that offered a framework matrix feature. 
 
2.5. Ethical considerations 
Ethical permission for the study was obtained from the Research Ethics 
Committee at the University of Edinburgh and the local hospital in Indonesia. The 
research conformed to the principles outlined in the Declaration of Helsinki (29). All 
participants received thorough information about the study and were informed that their 
participation was voluntary and that they could withdraw from the study at any time with 
no consequences. Informed consent was obtained from all the participants who agreed to 
participate in the study. To ensure confidentiality, all identifiable information about 
individuals was removed from all published data extracts. Rigour was achieved through 
credibility, transferability, dependability, and confirmability as outlined by Lincoln and 
Guba (30) (Table 3). 
 
3. Findings 
The inductive analysis resulted in the identification of three major themes related 
to factors that influence women’s attendance in the CR programme: (1) ‘a bridge to 
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normal’, (2) ‘connecting with others’, and 3) ‘contextual factors’. Original quotations 
from participants are presented to support the findings. 
 
Theme 1: A bridge to normal 
 This theme illustrate how CR programme were perceived by the women as an 
important step that helped them to regain their self-confidence, which ultimately 
facilitated them to resume their position within the family and community. In this light, 
CR has become a bridge across which the women can access competence and knowledge 
so as to re-engage with their former activities, including family, friendships, and 
employment. Hence, two sub-themes that fell under this main theme were: (i) ‘making 
my heart works again’, and (ii) performing social roles. 
 
Subtheme 1.1. ‘Making my heart works again’ 
 Throughout the interviews, the participants explicitly stated that their primary 
goal for participating in the CR programme was to be able to achieve similar levels of 
activity and well-being that they had enjoyed prior to their diagnosis. The women stressed 
the importance of being physically fit again so that they would be able to perform their 
social roles in the family and society. One participant stated:  
“Well, I think it is a must. We must participate in the rehab programme, 
right? For us, this is also to make our heart to work again, that’s good, 
right? […] I want my body to be fit, after the surgery… so my heart will 
be normal again.” (P18) 
 
 
 
Subtheme 1.2. Performing social roles  
Throughout the interviews participants reported that heart disease challenges 
family harmony, particularly in the aspect of family’s habits/routines, as well as imposing 
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burdens on their family members. For the women who participated in this study, the 
significant impact of their illness had prevented them from being able to perform their 
normal role functions as spouses, mothers or grandmothers. Since domestic functions and 
caring roles were of high value and a central component of the participants’ sense of self, 
being unable to perform those functions had created a high degree of emotional turmoil 
for the women.  
“I want to be healthy again, so I will have more energy to do my daily 
activities. I also need to be healthy for my family so that I would be able 
to serve my husband better. […] I wish that I could take care of my family 
again. Because I believe that, a wife is the anchor of the family, right?” 
(P10) 
  
By attending CR, the women expected that they would be able to restore their 
former roles in the family that has been disrupted by their recent cardiac event. Many 
participants stated that what made them continue their participation in CR programme 
was wanting to return to their family and be able to perform the household tasks again.  
“I want to make my husband and children happy. More importantly, I 
want to take care of my husband. Due to my illness, it’s been several years 
that I couldn’t fulfil my duty as a good wife. I want to do that again.” (P7) 
 
“I want to have a fast recovery. [...] I want to work again. At least I can 
contribute to the family income, to get some pocket money for our 
children.” (P2) 
 
 
Theme 2: Connecting with others: being in the same boat 
Participants explained that one of their primary reason to attend and continue their 
participation in the CR programme was because they had the opportunity to meet and 
interact with other patients on a regular basis. They described that meeting other patients 
with a similar condition helped them to reduce the feelings of alienation and gave them a 
sense of normality. Further, they stated that the interaction, discussion and exchanges 
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with peers became a source of moral support to them. Many of them described the social 
support given by other participants as the feelings of ‘being in the same boat’.  
 
Subtheme 2.1. Exchanging knowledge and experience 
Being able to exchange information with other patients who had a similar cardiac 
experience was cited by the participants as another reason for their attendance in the CR 
programme. In this way, camaraderie with other patients became a source of comfort as 
the women disclosed their struggles of living with heart disease. One woman stated: 
“I decided to join because here I have many friends, people that had gone 
through the same thing. So, I think it’s good. It gives me spirit. It’s better 
to join. If I only stay at home, what am I going to do? That’s it. I feel better 
here, joining rehab, good for my body.” (P9) 
 
Another participant echoed the above statement by stating:  
 
“I could share the experience with other participants so I didn’t feel like 
the only person who went through this hardship.” (P8) 
 
The above narratives illustrate how the CR programme provided women with 
reassurance and a sense of comfort, once they realised that they were not alone in their 
concerns and challenges.  
 
Subtheme 2.2. ‘Developing a give-and-take relationship’ 
 The mutual give-and-take emotional process with other participants through 
problems sharing, support, and encouragement was identified as an important factor that 
influenced women’s continued attendance in their CR programme. These activities have 
helped the women to feel less of a burden because they had the opportunity to help others 
with a similar condition to their own. In return, the women also described how they 
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became more open to receive support and encouragement from others. One participant 
stated: 
“[...] It’s really nice to be here. I think it really helped other patients. 
Because we support and motivate each other. […] I feel like I found a new 
family; I found sisters. Like that. We do everything together. We joke with 
each other. The togetherness makes us happy, so we are not feeling alone. 
It is much better than just staying at home and doing nothing.” (P7) 
 
 The data show that interacting with other women in the CR programme, was 
useful to alleviate participants’ anxiety and loneliness. They found comfort in the process 
of exchanging experiences, fears, and frustrations with others. In contrast, one participant 
who decided to withdraw from the CR programme described that she felt different from 
others since she was affected by hemiparesis (weakness in the left-side of the body). 
Hence, she felt embarrassed as she could not exercise at the same level as the other 
patients in the programme. 
 
Theme 3: Contextual factors 
 This theme presents the contextual factors that influence women’s attendance in 
CR: a) recommendations from the staff, b) support from family, and c) availability of 
health insurance.   
 
Subtheme 3.1. Recommendations from the staff 
Recommendations from a physician or other allied health professionals were 
reported as an essential reason for the women to enrol in the CR programme in this study. 
All participants explained that the hospital staff visited them while they were still in the 
hospital, prior to their discharge. The staff explained all aspects of the CR programme to 
them, including: a) the components of the programme, b) the purpose of CR, c) the 
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programme’s duration, and d) what was expected of them as ‘the clients’. The benefits of 
CR, as well as the negative consequences of not following the programme, were also 
explained. 
“When I was still in the ward, mm, someone came to me. [...] Then he 
brought me to the rehabilitation unit, and I got counselling about the 
programme.” (P3)  
 
“Well, the doctors told me to do so. I just followed it. Because, since the 
beginning, my intention was to get treatment from here, so I should obey 
all their suggestions to me.” (P6) 
 
Subtheme 3.2. Support from family  
 A large majority of the participants explained that they received a great deal of 
support from their spouse and family members, following their cardiac event. In fact, 
almost all the participants that were interviewed in the CR centre came to the programme 
accompanied by a family member. However, one participant had to make an early exit 
from the CR programme since she had no family member to stay with her in Jakarta since 
the rest of the family lived in a different island. 
“Yeah my children supported me a lot. Sometimes, I feel lazy to attend the 
session, they told me to keep continuing it. They asked whether I was 
exhausted or not. I said no, so they pushed me to come to the session. 
Everything comes from my children actually, because you know, they 
supported me financially, they paid for everything.” (P4) 
 
The women in this study also expressed their appreciation and gratitude not only for the 
material and emotional support given by their family and friends, but they also cited 
spiritual support as extremely important for them. One participant shared: 
“The most important support is prayer. Although my friends and 
neighbours could not come to see me in the hospital, all of them sent their 
prayers for me so that I could recover and be normal again.” (P7) 
 
 
Subtheme 3.3. Availability of health insurance 
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From the perspective of cost, the availability of insurance to cover the cost of the 
programme became a significant factor that influenced women’s participation in the CR 
programme. One participant commented: 
“I feel so grateful with this insurance coverage from the government. 
Without it, I don’t think that I would have made it so far.” (P21) 
 
The data indicate that all participants in this study were protected by the 
government insurance scheme that covers all medical costs including the CR fee. One 
participant affirmed: 
“Yes everything has been covered by the government insurance scheme. 
We just spend money on our personal expenses, such as food and 
accommodation. So, my rehab is also being covered by insurance. I think 
the service is excellent!” (P7) 
 
 
3. Discussion 
This is the first study within an Indonesian setting that has explored the factors 
that influence women’s participation in CR. The study revealed that the participants’ 
expectations of the benefits of CR became one of the main reasons for their enrolment in 
the phase two CR. They believed that the programme could help them to ‘become a 
normal woman’ again, as prescribed by the Indonesian sociocultural system. Maintaining 
harmony in the family has been recognised as an important responsibility for a woman 
within Indonesian society (25). This aim would be achieved by firstly regaining their 
physical health, which in turn will restore their social standing in front of family and 
others. Based on the cultural expectations and social norms in Indonesia, women are 
expected to fulfil gendered expectations, such as: a) being the caregiver in the family, b) 
doing household chores, c) serving her husband, d) contributing to community 
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development and e) to fulfil social obligations at the community level (31). Belief in 
benefits from CR was also identified as one of the personal enablers for CR participation 
in Western countries (32).  
Dewi et al. (33), in their study of the perceptions of CVD among Javanese people 
(Indonesia), found that balance and harmony are central to the participants’ 
understandings about their disease and ways of managing cardiovascular illness. In this 
study, the ultimate goal of each woman’s recovery was to be able to be part of their family 
again, as well as to reclaim their previous social roles as a mother and a wife. Being able 
to re-engage with what traditionally has been seen as ‘female’ household tasks was the 
most critical driver of participants’ attendance in the CR programme. In this sense, the 
findings suggest that women considered CR as a bridge to prepare them to return to their 
‘normal’ lives, as well as restoring them to their ‘correct’ social position. This conclusion 
resonates with the findings of previous studies in the US and Canada which reported that 
the intrinsic motivation of the women’s attendance in their CR programme was to reclaim 
their independence so as not to be a burden to their family (34). More importantly, the 
central concern of participants’ attendance in the CR programme was to restore their 
social dignity within other fields that had been affected by their illness, such as: family, 
home, employment, and social life (35).  
 A qualitative study on men and women’s experiences following a cardiac incident 
found that women felt more isolated as compared to men in their experience of heart 
disease (36). The women in this current study clearly stated that the opportunity to meet 
and interact with other patients on a regular basis became one crucial factor that facilitated 
their continued attendance in the CR. Participants found a unique two-way connection 
with other patients as they shared a similar experience of living with heart disease. The 
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relationship with other women was identified as equal and non-hierarchical which in 
contrast with their experience in the medical provider-patient relationship (37). Making 
friendships was a significant phenomenon that was considered by participants as 
empowering and which facilitated the process of recovery following the cardiac event. 
The feelings of being less of a burden and having the opportunity to help others with a 
similar cardiac condition helped the women to regain a sense of normalcy in their lives. 
In this sense, phase two CR is a bridge where the women developed mutual relationships, 
as well as a forum where they can share their concerns and experiences. However, the 
findings also demonstrate that the issue of feeling different from one’s peers has been 
seen as a significant barrier to continued CR participation. 
Many participants in this study decided to take the rehabilitation programme 
because of recommendations from the NCC staff. A vast number of studies have 
consistently identified referral or recommendation from healthcare professionals as an 
enabling factor in CR enrolment for both men and women (38-41). Culturally, Indonesian 
society generally holds health care professionals, particularly physicians, in high regard. 
This general notion is also common among other South Asian countries. South Asians 
view a physician as an authoritative and knowledgeable person that rarely makes 
mistakes, as well as a person who has a deep and thorough understanding of the patients’ 
conditions (42).  
The collectivist culture in Indonesia gave an advantage to the women in this study 
as they could easily receive support from the nuclear/extended families or friends. 
Support from family became a significant factor that led to women’s participation and 
completion in the CR programme. This support not only helped them to cope with the 
immediate impact of their illness but also positively influenced their decision to attend 
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the CR programme. However, healthcare providers should not assume the presence of a 
family network as synonymous with family support (43). Being surrounded by family 
members, or having spouses or partners, does not necessarily guarantee that women 
receive the kind of support that they need (44). Furthermore, the pragmatic consideration 
of medical insurance availability to cover the cost of the programme has also been cited 
by the participants as another critical factor regarding their attendance in the CR 
programme.  
Although many studies suggest social roles associated with childcare, housework, 
and family life as barriers to women’s participation in the CR programme (20, 26, 45-
47), almost all the women in this study managed to complete the phase two CR. However, 
since this study was only conducted in one single unit of CR in Indonesia, the authors are 
aware that the evidence from this study may not reflect the larger perspective. Although 
the 23 women interviewed in this study came from diverse cultural and ethnic 
backgrounds, their experiences still cannot be considered as representative of all women 
in Indonesia; therefore, generalising the findings from this study is not possible. Another 
limitation of this study was related to the study’s participants; the focus was on female 
participants in a CR programme. Hence, the findings might be greatly different to the 
experience of the women who were not attending CR. In addition, all the women in this 
study had undergone cardiac surgery; non-cardiac surgery patients were ineligible for this 
particular CR programme, and so were excluded. Therefore, the women in this study were 
all in a serious medical and physical condition, which may also have influenced both their 
illness experiences and subsequent decisions to attend the CR programme. 
 
4. Conclusion 
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Having a particular understanding of Indonesian women’s experiences, where the 
concept womanhood revolves around a woman’s primary roles as a mother and a wife, 
provides a practical insight into improving women’s participation in CR. This study 
revealed that Indonesian women’s decisions to attend a CR programme were mainly 
influenced by their expectation and desire to restore themselves to a pre-cardiac event 
level. Such a recovery would mean they would once again be able to resume their social 
roles in the family. The study also highlighted the importance of social connections and 
relationships with other patients in the CR programme as being one of the most critical 
factors that facilitate the women’s continued attendance in CR. The findings of this study 
can assist healthcare professionals to better understand the needs of women and the fit 
between women’s needs and existing CR programmes. Therefore, future work to increase 
CR attendance in Indonesia should be both gender- and culturally-sensitive to the needs 
of female CVD patients. In addition, future research would be best directed at 
investigating the reasons for women’s non-participation in, or dropping out from, CR 
programmes in Indonesia or other Asian countries. 
 
5. Implications for practice 
 The implementation of a recovery-focused approach with a holistic perspective 
on health to assist CVD women in their transition to recovery. 
 The inclusion of the family and close friends in the planning of women’s care 
should be considered in any initiatives designed to improve the uptake of CR.  
 Development of women’s support groups in CR as well as providing an effective 
insurance scheme would probably be beneficial in facilitating women’s 
participation in an Indonesian context. 
 19 
 
Acknowledgements 
We acknowledge the help of all the participants, the LPDP scholarship (for the first 
author) from the Ministry of Finance of the Republic of Indonesia, and Universitas 
Muhammadiyah Yogyakarta (for the first author). The funding body of this study had no 
influence on the study design, interpretation of the data or write up of this paper. 
 
Declaration of conflicting interests 
The authors declare that there is no conflict of interest. 
 
Funding 
This research was supported by a grant from Lembaga Pengelola Dana Pendidikan 
(LPDP) (Indonesia Endowment Fund for Education), grant number 20150222302541. No 
other source of funding contributed to this research. 
 
 
 
 
 
 
References 
1. Emslie C. Women, men and coronary heart disease: a review of the qualitative 
literature. Journal of advanced nursing. 2005;51(4):382-95. 
2. Lockyer L, Bury M. The construction of a modern epidemic: the implications for 
women of the gendering of coronary heart disease. Journal of advanced nursing. 
2002;39(5):432-40. 
3. Gaziano TA, Bitton A, Anand S, Abrahams-Gessel S, Murphy A. Growing 
Epidemic of Coronary Heart Disease in Low- and Middle-Income Countries. Current 
problems in cardiology. 2010;35(2):72-115. 
 20 
4. World Health Organization. Cardiovascular diseases (CVDs). Fact Sheet No 317 
[Internet]. 2015 December 14, 2015. 
5. WHO. Global Health Observatory: Mortality and Global Health Estimates. 
Geneva; 2015. 
6. IHME. Global Burden of Disease profiles: Indonesia 2018 [Available from: 
http://www.healthdata.org/indonesia. 
7. Anderson L, Taylor RS. Cardiac rehabilitation for people with heart disease: an 
overview of Cochrane systematic reviews. International journal of cardiology. 
2014;177(2):348-61. 
8. Taylor RS, Brown A, Ebrahim S, Jolliffe J, Noorani H, Rees K, et al. Exercise-
based rehabilitation for patients with coronary heart disease: systematic review and meta-
analysis of randomized controlled trials. The American journal of medicine. 
2004;116(10):682-92. 
9. Clark AM, Hartling L, Vandermeer B, McAlister FA. Meta-analysis: secondary 
prevention programs for patients with coronary artery disease. Annals of internal 
medicine. 2005;143(9):659-72. 
10. Jolliffe J, Rees K, Taylor RR, Thompson DR, Oldridge N, Ebrahim S. Exercise‐
based rehabilitation for coronary heart disease. Cochrane Database of Systematic 
Reviews. 2001(1). 
11. Balady GJ, Williams MA, Ades PA, Bittner V, Comoss P, Foody JM, et al. Core 
Components of Cardiac Rehabilitation/Secondary Prevention Programs: 2007 Update A 
Scientific Statement From the American Heart Association Exercise, Cardiac 
Rehabilitation, and Prevention Committee, the Council on Clinical Cardiology; the 
Councils on Cardiovascular Nursing, Epidemiology and Prevention, and Nutrition, 
Physical Activity, and Metabolism; and the American Association of Cardiovascular and 
Pulmonary Rehabilitation. Circulation. 2007;115(20):2675-82. 
12. Dalal HM, Doherty P, Taylor RS. Cardiac rehabilitation. British medical journal. 
2015;351:h5000. 
13. Turk-Adawi KI, Grace SL. Narrative Review Comparing the Benefits of and 
Participation in Cardiac Rehabilitation in High-, Middle- and Low-Income Countries. 
Heart, lung & circulation. 2015;24(5):510-20. 
14. Madan K, Babu AS, Contractor A, Sawhney JPS, Prabhakaran D, Gupta R. 
Cardiac rehabilitation in India. Progress in cardiovascular diseases. 2014;56(5):543-50. 
15. Grace SL, Bennett S, Ardern CI, Clark AM. Cardiac rehabilitation series: Canada. 
Progress in cardiovascular diseases. 2014;56(5):530-5. 
16. Menezes AR, Lavie CJ, Milani RV, Forman DE, King M, Williams MA. Cardiac 
rehabilitation in the United States. Progress in cardiovascular diseases. 2014;56(5):522-
9. 
17. Todaro JF, Shen B-J, Niaura R, Tilkemeier PL, Roberts BH. Do men and women 
achieve similar benefits from cardiac rehabilitation? Journal of Cardiopulmonary 
Rehabilitation and Prevention. 2004;24(1):45-51. 
18. Samayoa L, Grace SL, Gravely S, Scott LB, Marzolini S, Colella TJ. Sex 
differences in cardiac rehabilitation enrollment: a meta-analysis. Canadian Journal of 
Cardiology. 2014;30(7):793-800. 
19. Allen JK, Scott LB, Stewart KJ, Young DR. Disparities in women's referral to and 
enrollment in outpatient cardiac rehabilitation. Journal of general internal medicine. 
2004;19(7):747-53. 
 21 
20. Clark AM, King-Shier KM, Spaling MA, Duncan AS, Stone JA, Jaglal SB, et al. 
Factors influencing participation in cardiac rehabilitation programmes after referral and 
initial attendance: qualitative systematic review and meta-synthesis. Clinical 
rehabilitation. 2013;27(10):948-59. 
21. Resurreccion DM, Motrico E, Rigabert-Junco A, Moreno-Peral P, Conejo-Ceron 
S, Rubio-Valera M, et al. Barriers associated with non-participation of women in cardiac 
rehabilitation programs: A systematic review. European Heart Journal. 
2016;37(Supplement 1):1121-2. 
22. De Vos C, Li X, Van Vlaenderen I, Saka O, Dendale P, Eyssen M, et al. 
Participating or not in a cardiac rehabilitation programme: factors influencing a patient’s 
decision. European journal of preventive cardiology. 2013;20(2):341-8. 
23. Colella TJ, Gravely S, Marzolini S, Grace SL, Francis JA, Oh P, et al. Sex bias in 
referral of women to outpatient cardiac rehabilitation? A meta-analysis. European Journal 
of Preventive Cardiology. 2015;22(4):423-41. 
24. Mulyani L. Women and Work in Indonesia. Asian Ethnicity. 2009;10(2):187-91. 
25. Sitepu HS. Queen of the Household: An Empty Title. In: Oey-Gardiner M, 
Bianpoen C, editors. Indonesian Women: The Journey Continues. Canberra, Australia: 
Research School of Pacifics and Aisan Studies, ANU; 2000. p. 189-202. 
26. Tod A, Lacey E, McNeill F. ‘I’m still waiting...': barriers to accessing cardiac 
rehabilitation services. Journal of advanced nursing. 2002;40(4):421-31. 
27. Gergen KJ. An Invitation to Social Construction. London: SAGE Publications; 
1999. 
28. Ritchie J, Spencer L. Qualitative Data Analysis for Applied Policy Research In: 
Bryman A, Burgess G, editors. Analysing qualitative data. London: Routledge; 1994. p. 
173-94. 
29. Rickham PP. HUMAN EXPERIMENTATION. CODE OF ETHICS OF THE 
WORLD MEDICAL ASSOCIATION. DECLARATION OF HELSINKI. British 
medical journal. 1964;2(5402):177. 
30. Lincoln YS, Guba EG. Naturalistic inquiry. Thousand Oaks: SAGE Publications.; 
1985. 
31. Niehof A. The changing lives of Indonesian women: Contained emancipation 
under pressure. Bijdragen to de Tall-, Land- en Volkenkunde. 1998;154(2):236-58. 
32. Neubeck L, Freedman SB, Clark AM, Briffa T, Bauman A, Redfern J. 
Participating in cardiac rehabilitation: a systematic review and meta-synthesis of 
qualitative data. European journal of preventive cardiology. 2012;19(3):494-503. 
33. Dewi FT, Weinehall L, Öhman A. ‘Maintaining balance and harmony’: Javanese 
perceptions of health and cardiovascular disease. Global health action. 2010;3(1):4660. 
34. Dechaine C, Merighi J. Healing the Heart: A Qualitative Study of Challenges and 
Motivations to Cardiac Rehabilitation Attendance and Completion among Women and 
Men. Sex Roles. 2018;79(7-8):489-503. 
35. Angus JE, Dale CM, Nielsen LS, Kramer-Kile M, Lapum J, Pritlove C, et al. 
Gender matters in cardiac rehabilitation and diabetes: Using Bourdieu's concepts. Social 
Science & Medicine. 2018;200:44-51. 
36. Medved MI, Brockmeier J. Heart stories: men and women after a cardiac incident. 
Journal of health psychology. 2011;16(2):322-31. 
37. Davidson P, Digiacomo M, Zecchin R, Clarke M, Paul G, Lamb K, et al. A cardiac 
rehabilitation program to improve psychosocial outcomes of women with heart disease. 
Journal of Women's Health. 2008;17(1):123-34. 
 22 
38. Galdas PM, Harrison AS, Doherty P. Gender differences in the factors predicting 
initial engagement at cardiac rehabilitation. Open Heart. 2018;5:1-8. 
39. Ades PA, Waldmann ML, McCann WJ, Weaver SO. Predictors of cardiac 
rehabilitation participation in older coronary patients. Arch Intern Med. 
1992;152(5):1033-5. 
40. Grace SL, Abbey SE, Shnek ZM, Irvine J, Franche R-L, Stewart DE. Cardiac 
rehabilitation II: referral and participation. General Hospital Psychiatry. 2002;24(3):127-
34. 
41. Rolfe DE, Sutton EJ, Landry M, Sternberg L, Price JA. Women's experiences 
accessing a women-centered cardiac rehabilitation program: a qualitative study. Journal 
of Cardiovascular Nursing. 2010;25(4):332-41. 
42. Greenhalgh T, Helman C, Chowdhury AMm. Health beliefs and folk models of 
diabetes in British Bangladeshis: a qualitative study. British Medical Journal. 
1998;316(7136):978. 
43. Galick A, D’Arrigo-Patrick E, Knudson-Martin C. Can Anyone Hear Me? Does 
Anyone See Me? A Qualitative Meta-Analysis of Women’s Experiences of Heart 
Disease. Qualitative Health Research. 2015;25(8):1123-38. 
44. Knudson-Martin C. An unequal burden: Gendered power in diabetes care. In: 
Knudson-Martin C, Mahoney R, editors. Couples, gender, and power: Creating change in 
intimate relationships. New York: Springer Publishing Company, LLC; 2009. p. 105-23. 
45. Batten L, Day W. Cardiac rehabilitation for women: One size does not fit all. 
Australian Journal of Advanced Nursing, The. 2006;24(1):21. 
46. Davidson P, DiGiacomo M, Zecchin R, Clarke M, Paul G, Lamb K, et al. A 
cardiac rehabilitation program to improve psychosocial outcomes of women with heart 
disease. Journal of Women's Health (15409996). 2008;17(1):123-34. 
47. Gallagher R, Marshall AP, Fisher MJ, Elliott D. On my own: experiences of 
recovery from acute coronary syndrome for women living alone. Heart & Lung: The 
Journal of Acute and Critical Care. 2008;37(6):417-24. 
 
  
 23 
LIST OF TABLE  
 
 
Table 1. Overview of the phase two CR programme delivery in the hospital 
Phase 2 Intensive physical exercise delivered in the outpatient CR centre (duration: 2-4 weeks, 
delivered in daily mode for the patients living in the outside of Jakarta, and three times per 
week for patients living in Jakarta city, 60 min duration each session, total: 12 session. 
Content of the session: 
- 10 min warm up 
- 10 min static bike with a gradual increase of intensity 
- 20 walking with a gradual increase of distance 
- 15-20 min treadmill 
Educational activities 2-3 times per week 
Psychological counselling 
 
Table 2. Participants’ characteristics 
 
No Completed 
CR 
Age Ethnicity 
Marital 
status 
Occupation 
Status 
Diagnosis* 
1 Yes 44 Sundanese Married Full-time MR severe 
2 Yes 41 Sundanese Married Part-time MR severe 
3 Yes 66 Batak Widowed Part-time MI 
4 Yes 62 Betawi Widowed Part-time MI 
5 Yes 32 Betawi Divorced Unemployed MI 
6 Yes 44 Javanese Married Unemployed MR severe 
7 Yes 43 Sundanese Married Full-time MR severe 
8 Yes 36 Minahasan Married Unemployed Aortic stenosis 
9 Yes 54 Javanese Widowed Unemployed MI 
10 Yes 44 South Sumatra Married Unemployed MR severe 
11 Yes 33 Javanese Married Unemployed MR severe 
12 No 61 Minangkabau Widowed Retired MI 
13 Yes 58 West Nusa Tenggara Widowed Part-time MR severe 
14 Yes 53 Javanese Married Full-time MI 
15 No 36 East Nusa Tenggara Married Unemployed MR severe 
16 
Yes 42 Batak Married Part-time 
Tetralogy of 
Fallot 
17 Yes 36 Sundanese Married Unemployed MI 
18 Yes 30 Javanese Married Unemployed MR severe 
19 Yes 30 Javanese Married Unemployed MR severe  
20 Yes 36 Javanese Married Full-time ASD 
21 Yes 58 Minangkabau Married Part-time MI 
22 Yes 46 Banjarese Married Part-time ASD 
23 Yes 55 South Sumatra Married Full-time MR moderate 
*MR = Mitral Regurgitation; MI = Myocardial infarction; ASD = Atrial Septal Defect 
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Table 3 Rigour of the research 
Credibility Prolonged engagement with participants, informal member-checking strategies, 
and peer-debriefing were carried out. 
Transferability A detailed description of the research setting, methods, participants, as well as 
the theoretical assumptions underpinning the study were provided 
Dependability The used of NVivo 11 to store and manage the data was aimed to facilitate audit 
trail in order to enhance dependability. 
Confirmability To enhance confirmability, the procedure for checking and rechecking the data 
throughout the study was documented. Throughout the analysis process, 
interpretations were constantly shared and discussed between the research team. 
 
 
